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Purpose. To analyze the role of orbital septum and suborbicularis fibroadipose 
tissue in making and defining upper lid skin crease in children who underwent 
ptosis surgery. 

Material and Methods. A retrospective study of 26 eyes of 22 children (age range 
04 to 14 years) undergoing surgery over two year period was undertaken with 
regard to cosmetic outcome. A surgical technique by anterior approach 
employing orbital septum sutures during surgery in children is described. All 
surgery was performed by same ophthalmic surgeon under general anesthesia. 
A standard levator resection was undertaken, following which orbital septum and 
suborbicularis fibro adipose tissue was redefined and sutured with 6/0 vicryl. 

Result. All patients achieved a well-defined lid crease postoperatively, with a 
good cosmetic outcome. The significant postoperative complications were stitch 
granuloma in two patients and mild residual ptosis occurred in five cases, 
requiring further procedure. 

Conclusion: Special attention to the suturing of orbital septum and suborbicularis 
fibro adipose tissue as a separate tissue layer during levator resection in 
congenital ptosis gives good lid crease definition which may enhance the overall 
cosmetic outcome. 
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t is an important consideration in congenital 
ptosis surgery to achieve bilaterally symmetrical 
upper lid skin crease in both height and shape. 

Particular attention has to be paid to unilateral ptosis, 
as a failure to do so may give poor cosmetic outcome. 
The orbital septum along with fibrous septa in sub 
orbicularis oculi fibroadipose tissue plays an 
important role in defining the upper lid skin crease. 
An inadequately defined and misplaced skin crease 
typically gives rise to an asymmetrical appearance. 

A series of patients undergoing surgery for 
congenital ptosis is described. The orbital septum and 
submuscular fibroadipose tissue were sutured to 
define the lid crease. 
 
MATERIAL AND METHODS 
22 children undergoing levator resection over a two 
year period were assessed with regard to postopera-
tive cosmetic appearance. Four cases were bilateral. 
The average age at the time of surgery was 4 years 
(range 6 months to 14 years). Ten patients were male 
and 12 were female. Average follow up was 2 years 
(range: 3 months to 4 years). All surgery was same 
performed by one consultant ophthalmic surgeon 
under general anesthesia. 
 Legends: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. Levator exposed, resected and sutured. 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

2. Orbital septum sutured. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

3a- Pre operative ptosis 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3b- postoperative good lid crease with acceptable 
ptosis correction 

 
The surgical technique comprised of separation of 

all layers and identification of suborbicularis fibro-
adipose tissue and orbital septum. The orbital septum 
was identified by grasping the tissue in question and 
pulling it inferiorly while palpating inner border of 

I 



 142

supraorbital rim. When the levator muscle exposed a 
rough measurement was taken by caliper keeping in 
mind the amount of levator resection needs to correct 
the given ptosis Following standard levator resection, 
the orbital septum along with submuscular 
fibroadipose tissue was sutured with interrupted 6/0 
vicryl and in few cases chromic catgut 6/0 was used 
for suturing of orbital septum. The overlying 
orbicularis was also repaired, and the skin was closed 
with interrupted 6/0 vicryl. A 4/0 silk tension suture 
was placed through margin of lower tarsus, taped to 
the forehead and removed after 24 hours. 

 
RESULTS 

In all patients a well-defined lid crease symmetrical in 
height and shape was obtained. The significant 
postoperative complications were suture related 
granuloma in two patients that did not influence the 
final outcome. Good lid height and shape of skin 
crease was obtained in 17 patients, however residual 
ptosis occurred in 5 cases and required further surgical 
procedure at a later date. Reoperation was uncompli-
cated and final outcome was successful. 
 
DISCUSSION 
Embryologically, most of the connective tissue of 
upper lid is derived from mesenchyme1-4. The orbital 
septum is derived from mesenchyme of second arch1. 
Anatomy of orbital septum is described differently 
both by anatomists and surgeons but generally it is 
accepted that orbital septum originates from arcus 
marginalis of frontal bone and inserts into levator 
aponeurosis inferiorly near the upper margin of tarsal 
plate and follows levator aponeurosis forward to skin2-

4. Suborbicularis fibroadipose tissue consists of 
multiple fibrous septa that merge posteriorly with the 
orbital septum and give orbital septum a multilayered 
quality2. 

Simple congenital ptosis is thought to be the result 
of developmental dystrophy of levator muscle. 
Normal muscle fibers are replaced by fibrous 
connective tissue without contractile properties. Ptosis 
is more marked in an up gaze and the upper lid is 
relatively retracted in a down gaze5-6. In ptosis 
surgery, a good cosmetic outcome is very important, 
this holds true for congenital myogenic ptosis as well. 
Ptosis surgery with adjustable suture is popular in 
adults but least tolerated in children, it is therefore 
important to consider an approach that gives good 
ptosis correction with cosmetically acceptable upper 

lid skin crease7. The ideal procedures in ptosis surgery 
are those that least disturb normal anatomy but also 
allow for good results3. In this study an anterior 
approach was selected, thus avoiding conjunctiva, 
lacrimal gland and tarsus3,5,8. In all cases, following 
levator resection, the cut edges of orbital septum were 
reapposed and sutured6,9. This technique appears to 
enhance the overall cosmetic outcome. Alternative 
methods for defining the lid crease in congenital ptosis 
have been described, in particular closure of skin 
incision with deep bites to underlying levator 
aponeurosis3, 7. 

Fibroadipose tissue appears to enhance the 
function of orbital septum by augmenting the contour 
of superior sulcus when eyelids are open. It is very 
important to locate anatomically where orbital septum 
fuses with levator aponeurosis2,4,10. It was observed 
that orbital septum fused with levator aponeurosis a 
few millimeters (2-4mm) above the supratarsal border. 
Although slight variation does exist, therefore orbital 
septum not only contains orbital fat in the orbit but it 
also plays an important part in keeping cosmetically 
good upper lid crease. 
CONCLUSION 
Although many procedures have been described in the 
surgical management of congenital ptosis, little 
emphasis has been placed on maintaining the integrity 
of orbital septum. This study indicates that the 
placement of orbital septum sutures directly following 
levator resection may aid the formation of a well 
defined and positioned skin crease, thus enhancing the 
cosmetic outcome. 
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